Background: The Wilbarger Therapressure Program TM is a technique applied by parents at home for sensory overresponsivity in children. The program is anecdotally reported to be demanding on parents, which can affect parental adherence. Currently, there is an absence of high quality research to support the use of the program. This pilot study aimed at developing appropriate research protocols to investigate the effectiveness of the program on the stress response of children with sensory overresponsivity. This article reports on the second phase of the project.
Background and Literature Review
Parental involvement in occupational therapy, by way of home programs for their children, is common and is seen as an effective and efficient way of delivering health services. Novak, Cusick, and Lannin (2009) concluded that the use of occupational therapy home programs leads to observable gains in function and quality of movement. It is recommended that therapy should focus on the expectations of parents (Cohn, Kramer, Schub, & May-Benson, 2014) and that family-focused intervention, with collaborative goal setting, will result in improved outcomes for families (Brewer, Pollock, & Wright, 2014) . Foster, Dunn, and Lawson (2013) and Graham, Rodger, and Ziviani (2009) mutually advocate for a parent coaching intervention model instead of direct child-focused intervention. Indirect health service delivery models, like home programs, are typically recommended when the therapist determines that increased repetition, in addition to or in lieu of direct intervention, could benefit the child's therapeutic outcomes (Bundy, Lane, Murray, & Fischer, 2002) .
Nonadherence by parents to direct and indirect health interventions for their children, however, is a serious and common issue.
DiMatteo (2004) reported on a meta-analysis of 569 studies that showed nonadherence rates averaging at 25% across treatments. A study by Moore and Symons (2009) of 235 parents of children with autism and developmental disorders found that adherence was as high as 84% for medications but only 76% for behavioral treatments. Moreover, recent estimates for adherence to physiotherapy home programs is as low as 54% (Chappell & Williams, 2002) , while engagement in multidisciplinary treatments for chronic pain can be as low as 47% (Simons, Logan, Chastain, & Cerullo, 2010) .
The reasons for abandoning health interventions are complex, but they can include a lack of support, equipment, social support and relationships; health beliefs; and perceived efficacy of the treatment (Moore & Symons, 2009 ). Peplow and Carpenter (2010) , in a qualitative study of four parents who administered home programs to their children with Cerebral Palsy, found that the programs were focused on the child's impairment and needed to be integrated into the home routines and family practices.
According to these authors, families also needed to be given a clear role in evaluating the outcomes. Segal and Beyer (2006) , in their systematic review of the impact of home programs on families, found that there are concrete and conceptual issues that influence the integration of home treatment programs into the daily lives of families. Among these concrete issues were competing demands and a lack of time, support, and skill, all of which hinder the integration of home treatment programs into family life. It seems clear that the integration of home treatment programs into the daily lives of families is complex but important if the family is to adhere.
Other authors have argued that focusing on improving the parents' adherence to therapeutic home programs will improve the children's adherence. Springer and Reddy (2010) 
Method

Research Design
A descriptive qualitative research design using semi-structured interviews was used, as this was an exploratory study (DePoy & Gitlin, 2005) .
Ethics approval for the study was gained from the Human Research Ethics Committee of the university, and the research has been performed in accordance with the ethical standards laid down by the 1964 Declaration of Helsinki and its later amendments.
Participant Selection and Recruitment
The participants in this study were drawn from the pool of parent participants in the preceding quantitative Wilbarger protocol pilot research study (Weeks et al., 2016) . Five of the six parents who participated in the pilot study agreed to participate in the interviews. The sixth parent had moved interstate and was unable to be contacted. All of the parents involved in the study signed consent forms and agreed to the audio recording of their interviews.
Research Instruments and Data Collection
Semi-structured interviews were used to collect in-depth data on focused topics pertinent to the research question ( 
Data Analysis
Verbatim transcripts of the interviews were read by the first and second authors and analyzed thematically using a framework analysis approach (Ritchie & Spencer, 1994; Ritchie & Lewis, 2003) . This involved reading all of the transcripts in full in order to familiarize the researchers with the data, developing themes based on close analysis of the transcript, and developing a thematic framework. Indexing and charting then occurred of all the data into the thematic framework. This then allowed for further refinement and associations to be developed. All of the transcripts were read by two researchers, both of whom conducted independent analyses of the data before developing a consolidated analysis.
Participant Demographics
As mentioned, five of the six parents who participated in the pilot study were available to be and use of the sensory profile questionnaire (Dunn, 1999) . eyes open, expecting it to be hard work. One parent commented, "I knew that it was going to be intense, and I was mentally prepared for it." They found that it was hard work to make it a part of their routine, but that they were able to, and were mostly able to adapt their lives to it. The parents found that the practical management of the The children were expected to wear an elastic chest strap containing a Polar heart rate transmitter for 15 min while they were lying still. Most of the parents allowed the child to watch a DVD or TV show in this time, and some of the parents found this particular task hard to fit into their lifestyle. It was surprising to find that the children were quite happy to wear the chest strap and that some were very interested in the results, watching their heart beat displayed on the Polar RS800CX™ watch. A parent said her child "was happy enough to wear the monitor, I didn't think she'd like it because you have to wet it, and she can't stand anything wet. But she was OK wearing it, so I was surprised."
Some parents did report being unsure of the degree of stillness their child needed to maintain during the 15 min data collection phase.
A parent stated, "I don't think there was clarity about how still the child needs to be." 
Discussion
The parents reported that they were able to collect the physiological stress response data as well as administer the Wilbarger protocol, although they found it hard work. The surprising result was that the children were able to cope with a fairly intrusive data collection regimen of spitting to collect cortisol and remaining still for 15 min to collect HRV data while wearing the heart rate sensor strap on their chests, as well as 
Limitations and Future Research
The qualitative interviews conducted as a follow up to the quantitative pilot study (Weeks et al., 2016) 
Conclusion
In this study, the parents' views were obtained on their involvement in a pilot study that Child wakes up Estimated time child wakes ___________________a.m.
Water to drink
Heart rate measurement 15mins recorded on the watch? ☐Yes ☐No 
